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Every year, a week or two before the hot season, it is convenient
to remind people of the principal points in hot-weather hygiene.
Responsible persons in outlying areas and ship's officers should be
instructed in the first-aid treatment of cases of heat-stroke and heat-
exhaustion. Employers should be warned of the dangers of exposing
insufficiently acclimatized men to the full force of the summer heat.
The medical profession in hot climates should press for cooled wards,
cooled pathological laboratories, cooled operating theatres, and cooled
living and, if possible, working quarters, using their influence with
responsible bodies to get these reforms executed.
(2)—Curative
The patient who is comatose and hyperpyrexial when first seen must
be treated without more than a few minutes' delay (Willcox, 1920). It
has been shown (Rogers, 1908) that even with a temperature of 109° F.
recovery takes place if the patient has not been unconscious for more
than one and half hours, but not after three hours. Jf the cooled ward of
a hospital is within a few minutes' drive of the patient, he should be
immediately removed thereto and cold-sponged in transit and while
awaiting transport. If the cooled ward is at a distance, an emergency
cold room should be available, attached to the local ice-plant, where the
patient can have immediate treatment; he should then be transported to
the cooled ward by a fast ambulance in the coolest part of the night
(Marsh, 1930). If the patient is in a tent, away from civilization, he
should be stripped and laid on a webbing mattress and wrapped in a
sheet (Hearne, 1919) wetted with the coldest water obtainable, and the
surrounding air should be kept in brisk circulation by means of a hand-
or power-driven fan.
"Whichever method is chosen, or is dictated by circumstances, must be
pershtedjn until the patient's rectal temperature falls to 102° F., and the
cooling systesimust be kept in action until all tendency to relapse has
ceased, or until the patient can be admitted to a properly cooled ward.
As soon as the patient is out of danger of immediate death from heat-
stroke, he should drink one or two pints of 0-25 per cent saline, to which
may be added 0-1 per cent potassium bicarbonate to assist in the
neutralization of the,lactic acid in the blood. The saline bicarbonate
mixture (double strength) may be administered per rectum by the con-
tinuous drip method. If marked dehydration is a feature of the case, it
may be necessary to administer sterile normal or hypertonic saline by
the intravenous route; it &.rarely advisable to administer bicarbonate
intravenously, because the process of sterilization may convert some
bicarbonate into harmful carbonate. Severely dechlorinated patients
may have to ingest 1 to 2 ounces of powdered sodium chloride a day
in addition to other measures (Marsh, 1933).
When the patient is homeothenftal, rational, and imbibing saline,
further treatment must be directed to .the prevention of relapses and to
dealing with any associated condition which has come to light in the

